. Late mortality rate was 5% in the elective and 33% in the urgency/ emergency group (P ¼ .006). No additional main differences in main outcomes were seen between study groups. Two cases (3%) of SCI were reported (both were Crawford type IV electively treated). Target vessel patency in this cohort was 99% during the entire follow-up (median, 18; range 1-43 months). Branch complications encompassed three (1%) renal thromboses within 30 days. During the follow-up, 1 renal thrombosis, 1 renal, and 1 superior mesenteric artery stenosis were reported. The reintervention rate was 7% (n ¼ 5) within 30 days. The same rate was found after 30 days. Freedom from reintervention did not differ between elective and urgency/emergency and was 86% and 83% at 12 and 24 months. A global overall survival of 88%, 86%, and 82% was evidenced at 12, 24, and 36 months, respectively. Overall survival is reported by group in the Fig. Nonsignificant differences were found between procedural approach (staged vs single step) regarding elective patients' overall survival (90% vs 94%; P ¼ .535). There was a trend for the staged approach toward a positive statistical impact on mortality (hazard ratio, 0.25; 95% confidence interval 0.07-0.94; P ¼ .040).
FT03. Early Experience With the Use of Inner Branches in Fenestrated and Branched Stent Grafting
Eric Verhoeven, Athanasios Katsargyris. Paracelsus Medical University, Salzburg, Austria
Objectives: Target vessels in fenestrated and branched endovascular repair (F/BEVAR) can be addressed by fenestrations or directional side branches. Fenestrations work well for target vessels that have a close to 90 take-off from the aorta and when the main graft at the level of the target vessel is close to the aortic wall. Directional branches work well when target vessels have a steep take-off angle and when there is a larger gap to bridge. Inner branches have been used in some arch branched devices, but not to target visceral arteries. Inner branches have a cylindrical part inside the main graft and are connected to the wall via a basket-type bag. With the Cook device, the basket opening is diamond-shaped because of the support by the Z-stents. Inner branches could give an extra option for visceral arteries that are not well suited for either fenestrations or directional branches. We describe our experience with the use of inner branches in F/BEVAR.
Methods: All consecutive patients treated with F/BEVAR using stent grafts with one or more inner branches within the period April 2015 to January 2017 were included. Data were collected prospectively.
Results: A total of 24 patients (22 male; mean age, 71.3 6 8.4 years) were included. Indication for treatment was a thoracoabdominal aneurysm (TAAA) in 18 patients and a pararenal aneurysm (PAA) in six patients. Technical success was achieved in all patients. A total of 38 inner branches were used (right renal artery: n ¼ 7, left renal artery: n ¼ 13, superior mesenteric artery: n ¼ 5, celiac trunk: n ¼ 13). Catheterization of target vessels proved easy in all patients with a combination of fenestrations and inner branches. In two patients with inner branches only, the main graft had to be repositioned to achieve catheterization. Complications occurred in 5.3% (2 of 38) inner branches, resulting in subcapsular kidney hematoma, one of which required embolization. In-hospital mortality was zero. During follow-up (mean 4.5 6 3.7 months), one renal inner branch occluded 6 months after the procedure. leading to creatinine elevation to 1.5 mg/dL. One patient required a reintervention (inner branch-unrelated) to treat a disconnection of a bridging stent graft from a fenestration for the superior mesenteric artery.
Conclusions: Early data suggest that inner branches can be safely used in F/BEVAR to address specific anatomies. Durability of inner branch design needs further investigation.
Author Disclosures: A. Katsargyris: Nothing to disclose; E. Verhoeven: Atrium Maquet Getinge, Siemens, and W. L. Gore: speaker's bureau, fee; Cook: royalties, consulting fees (eg, advisory boards), speaker's bureau. Objectives: The hybrid aortic arch repair techniques (Fig) comprise open surgical methods for achieving arch vessel reconstruction and the creation of a proximal landing zone, followed by the endoluminal exclusion of aortic arch aneurysms. This study was designed to identify the long-term outcomes of a combined endovascular and debranching procedure for hybrid aortic arch repair in patients with dissecting aneurysms involving the aortic arch.
Methods: Retrospective review of clinical data of patients with dissecting aortic arch aneurysm who underwent surgery at our institution between January 2010 and December 2015 identified 97 patients who underwent hybrid aortic arch repair. The in-hospital and follow-up data were investigated. The study end points were postoperative death, reoperation, stroke, and aorta-related adverse events. The fate of true and false lumen in arch and descending aorta was evaluated by computed tomography.
Results: A total of consecutive 97 patients (hybrid aortic arch repair: type I, n ¼ 49; type II, n ¼ 33; type III, n ¼ 15) were included for analysis (58 men [59.8%]; mean age, 61.0 6 8.1 years; 78 type A dissections), with 
